Introduction
The second edition of Best and Taylor's textbook, The Physiological Basis of Medical Practice, was published in 1939 and can be taken as an example of the extent of knowledge about intestinal motility immediately preceding World War II. In this edition, a large amount of space was dedicated to discussion of the movements of the stomach, much less to the small intestine, and only a few relatively brief paragraphs to the colon. Segmenting activity and peristalsis were described. The gradient of activity throughout the intestine was noted. Cannon's descriptions of what we now call the interdigestive myenteric complex were presented. Knowledge of colonic motility was virtually nonexistent and based on inadequate data obtained from X-rays. In common with other texts of the time, the colon was described as presenting a picture of 'still life' (Barclay, 1935) , interrupted only by the infrequent but climactic mass movements originally described by Holtznecht (1909) . These movements were called the 'gastro-colic reflex'.
Elsewhere, conditions believed to result from disordered motility of the alimentary tract were clearly and well described, but almost entirely on the basis of clinical features with only minimal clarification from X-ray studies. Occasionally speculations about aetiology exist. Sir Arthur Hurst (1919) quoted Cherchewsky of St Petersburg in reference to spastic colon, 'the complaint does not so much consist in a defective power of contraction in the whole extent, as in a deficient freedom of relaxation in some part of the intestinal canal'. In fact, there had been little advance in knowledge over the previous century as a similar suggestion had been made in 1830 (Howship, 1830) .
Diagnostic tools were limited in use. Hurst (1922) Research in the mid twentieth century focused largely on a small number of life-threatening conditions such as stroke, myocardial disease, and cancer. The amount or proportion of funds available for more common but less threatening syndromes, such as those associated with disorders of intestinal motility, has been much less. Sir Francis Avery Jones, however, was concerned not only with lifethreatening disorders but perhaps even more so with those that impaired the quality of living. Progress in understanding the nature of some of the common clinical conditions in gastroenterology owes much to his initiatives in the 50s and 60s. Admittedly, in some areas, we seem to have progressed but little. For example, the nature and cause of many of the symptoms of bloating continues to elude us in spite of fascinating studies about the origin and elimination of intestinal gas (Levitt, 1983) . For the most part, these disorders are still best described as 'burbulence'* (Avery Jones, 1967) .
Advances in knowledge of intestinal motility
In other areas, however, considerable progress has been made. Knowledge of the movements of the small and large intestine and of their electrical analogues has greatly expanded. Recording of intraluminal pressures, pressure/volume relationships within the gut, the detection and analysis of electrical potentials from the gut, both in vitro and in vivo, has added to direct visualization and radiology of the gut and greatly enhanced our understanding of the physiology of alimentary movement. The intrinsic and extrinsic control mechanisms of gastrointestinal motility, the interaction of neural and humoral mechanisms and their coordination in local and distant neuro-humoral responses have provided finer insights into the overall coordination of alimentary motility.
The recording of intraluminal pressures using open-ended tubes and small and large balloons, has resulted in a considerable body of knowledge, particularly of the oesophagus, the gastroduodenal area, and the distal colon. Knowledge of small intestinal motility in animals is fairly well advanced. Human small intestinal motility is less well studied but the existence of interdigestive complexes at all levels of the small intestine has been confirmed.
However, marked inter-and intra-individual variations exist (Kerlin and Phillips, 1982) . The right side of colon has had only limited exploration, probed by forays into inner space by radio telemetering capsules (Misiewicz, Connell and Pontes, 1966) or determined penetrations by peroral intubation (Fink and Friedman, 1960; Kerlin, Zinsmeister and Phillips, 1983 (Snape, Carlson and Cohen, 1976; Taylor, Darby and Hammond, 1978) . Both studies suggested that electrical control activity was present only part of the total recording time. However, it appears that colonic ECA is much more complex. Not only is it always present, but analysis of analogues shows it is highly irregular in frequency and amplitude. No one frequency is dominant (Latimer et al., 1981; Sarna et al., 1982) . A number of studies have attempted to show changes in electrical control activity and other aspects of the electrical responses of the colon in patients with irritable colon or constipation (Sullivan, Cohen and Snape, 1978; Friere et al., 1983) . No clear picture, however, has yet emerged from these studies. However, a study of the effects of eating and stress with a careful experimental plan and analysis of recordings has shown that the frequency spectrum and the organization of the electrical control activity is not significantly different between normals and IBS patients in the resting state. Some changes from normal may occur in IBS patients under stress (Sarna et al., 1982) .
In the thirties and forties, lack of knowledge of the physiological basis of disordered motility resulted in much ineffective or ill-advised therapy. For example, in the belief that diarrhoeal conditions resulted from excessive motor activity of the alimentary tract, belladonna, an antispasmodic, was frequently used in treatment. In 1962, the use of the expression 'paradoxical motility' (Connell, 1962) (Connell, Avery Jones and Rowlands, 1965) . This increased segmentation could be presumed to result in inhibition of the passage of flatus or faeces with resulting distension and discomfort felt often in the mid-abdomen (Fig. 1) . Some- Intestinal motility and the irritable bowel times the discomfort was referred to the upper left quadrant or even to the lower thorax, sometimes referred to as 'wind around the heart' (Avery Jones, 1967 (Connell and McKelvey, 1970 ), after transection of the spinal cord, or even after destruction of the lumbo-sacral cord (Connell, Frankel and Guttmann, 1963) Nor have the Holtznecht 'mass movements' been overlooked. Propulsive activity has also been shown to occur in the human colon after eating. Interestingly, however, such propulsive activity rarely occurs in the resting patient but is prominent in physically active subjects (Chaudhary and Truelove, 1961) . However this is not a universal finding (Parks and Connell, 1972 (Ritchie, 1973; Whitehead, Engel and Schuster, 1980) . Here again, contradictory results exist and another careful study of patients with irritable bowel was unable to determine colonic hyperalgesia (Thompson and Heaton, 1980 (Hislop, 1971; Esler and Goulston, 1973; Latimer, 1979 (Connell, McCarroll, and Chen, 1980) . Controlled therapeutic trials of the use of fibre to treat IBS have been notoriously difficult to undertake and to date have been less than convincing (Soltoft et al., 1976; Manning et al., 1977) . Other clinical trials have shown that mebeverine, hyoscine, ispaghula, lorazepam and combinations of these drugs may be helpful in relieving symptoms (Ritchie and Truelove, 1979, 1980) . However, the possible unwanted effects of long-term use of these drugs should be considered. A recent study has suggested that nifedipine might be helpful (Blume, Schuster and Tucker, 1983) . However, considering the reasons why individuals with altered bowel habit and abdominal discomfort present in a physician's office, treatment should be directed primarily to reassurance, psychological support, maybe with limited and temporary symptomatic relief using medications.
Sir Francis Avery Jones saw a large number of patients with irritable colon. Following his history, physical examination, and appropriate laboratory investigation, he would routinely explain to the patient the nature of the complaint. As he noted (Avery Jones, 1954) , 'the doctor can do much to help the patient to get his personal difficulties in better perspective and to appreciate how the symptoms developed'. As the patient rose to leave the room, he would sometimes say, 'I am not going to lose any sleep over your condition'. This, the ultimate reassurance, rarely failed to be effective and the now smiling and relieved sufferer left to rejoin the ranks of the well.
